received bath treatment at Buxton. He was finally discharged from the Army on July 30, 1917. He was admitted on January 2, 1920, to the Special Surgical Hospital of the Ministry of Pensions at Shepherd's Bush. He was then walking extremely badly and still suffering from considerable pain. The hips were fixed each in a slightly flexed position and no mobility could be detected; attempts to force movement produced pain. The X-rays show much enlargement and irregularity of the heads of the femora with an absence of the joint line, but without clear evidence of bony ankylosis. As the man was almost entirely unable to walk, I first had him treated by re-education. This resulted in rapid improvement up to a certain point and at the same time encouraged the man to think that he might improve further. He walks now from the knees with the characteristic gait of a double ankylosis of the hip. I think there can be no doubt that the condition was a subacute infective arthritis which has left a close fibrous, or possibly bony, ankylosis. The important question at the present time is that of Section of Surgery: Sub-section of Orthopaedics 211 surgical treatment. The man's disability is very great, and in my opinion an excision of one hip followed possibly later by the same operation on the second hip is justifiable; the alternative is an arthroplasty. I feel less favourably inclined to this, first because it is a more severe operation and the man is 51 years of age, and secondly because in my experience it is not unuslial to get a recurrence of ankylosis after an. arthroplastic operation.
DISCUSSION.
The PRESIDENT: Whatever one does in these cases of arthritis the cause is not removed and therefore treatment is never very satisfactory. I am inclined to agree that excision is the best treatment in this case and that after an arthroplasty re-ankylosis is frequent. The man's present condition is miserable and whatever is done for him can hardly make him worse.
Mr. LAMING EVANS: Our experience of excision is chiefly based on the result of excision of the hip for tubercle. I have more than once been struck by the stability and usefulness of the hip-joint after excision; possibly the opposition in London to this operation arose because it was devised in Manchester and introduced to London thence. In Manchester I have seen a case of tubercular hip in an adult excised without hesitation by Mr. Platt. In this case I should excise freely, displace the neck upwards and get a false joint. Any inconvenience that the man suffers from having a weak joint cannot be greater than that which he suffers at present.
Mr. ELMSLIE (in reply): Much of the prejudice against excision of the hip in London is the result of the teaching of the late Professor Howard Marsh. I know that weak false joints are common as a result of excision of the hip in children, but I believe that much of the disability is due to inefficient aftertreatment, no attempt being made to keep the hip abducted or to support it when the patient begins to walk. I now make it a regular routine to excise the head of the femur in cases of ununited intracapsular fracture when the patient is not too old. I consider that an excised hip is better than one which is chronically painful. In this case I shall now certainly excise one hip.
Congenital Absence of the Ulna. By A. S. BLUNDELL BANKART, M.C. THIS child is 10 weeks old, one of twins. The right ulna is absent except for a minute portion at the elbow. The hand is slightly deflected to the ulnar side; there is a dimple in the skin over the middle of the
